Prevalence and management of inappropriate detection and therapies in patients with first-generation biventricular pacemaker-defibrillators.
Tachycardia detection in first-generation biventricular pacemaker-implantable cardioverter defibrillators (BiV ICD) occurs through both the right ventricular (RV) and left ventricular (LV) leads, creating the potential for inappropriate detection and therapies. Little is known regarding the prevalence and management of patients with BiV ICDs and inappropriate detection. A transvenous, first-generation BiV ICD was implanted in 77 consecutive patients (age 61 +/- 11 years) for drug-refractory heart failure. The mean New York Heart Association class, QRS duration, and ejection fraction were 3.1 +/- 0.4, 168 +/- 24 ms, and 0.19 +/- 0.07, respectively. Among the 77 patients, 17 (22%) experienced inappropriate detection at a mean of 154 +/- 140 days after implantation. Fifteen of the 17 patients (88%) experienced inappropriate ICD therapy. In 16 of the 17 (94%) patients, the cause of inappropriate detection was double counting during sinus (8) or atrial rhythm (3), and nonsustained ventricular tachycardia (5). Despite reprogramming of the ICD, 9 patients (53%) required an additional procedure because of inappropriate therapies, including an upgrade to a dedicated BiV ICD (5), revision of the LV lead (2), ablation of the atrioventricular junction (1), and repeat defibrillation threshold testing (2). Inappropriate detection in patients with a first-generation BiV ICD is common and often results in inappropriate ICD therapy. The most common mechanism of inappropriate detection is double counting that often creates the need for additional procedures. Although devices in which tachycardia detection occurs only through the RV lead now are available, close follow-up of the many patients who received a first-generation BiV ICD is necessary.